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Doctor --- 


Why ask a Patient 
to decide? 


HERE are many good brands of 

Cod Liver Oil on the market, but 
there are also many commercial, un- 
tested and inferior oils. Is it fair to your 
patient to merely suggest that he get 
some Cod Liver Oil and leave the de- 
cisionof which kind to him or to chance? 
Aren’t you putting him in a position 
where he must rely upon a clerk’s rec- 
ommendation (rather than yours) or 
else decide for himself from the slight- 
est of knowledge or none at all? 


biologically tested. 


Accepted by 
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Pharmacy and 
Chemistry A. M. A. 


When you recommend or prescribe 
Nason’s by name you remove all uncer- 
tainty from the patient’s mind and add 
to the virtues of the Cod Liver Oil it- 
self, the effectiveness of your authority 
and knowledge. 


Your patient is not likely to know of 
Nason’s except through you as this pure, 
pleasantly flavored and vitamin-potent 
Cod Liver Oil is advertised only to the 


profession. 


High Vitamin Potency > 
Plus + Palatability 


The vitamin potency of Nason’s Palatable Nor- 
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MEDICAL LEADERSHIP OR STATE 
MEDICINE* 


PRESIDENTIAL ADDRESS 
A. H. M.D. 


BLACKSTONE BLyp., ProvipENCE, R. I. 


In previous years you have listened to a variety 
of subjects in the annual presidential address. You 
have at times been mildly interested in the subject 
matter presented—at other times, perhaps, even 
enthusiastic. Many matters of considerable impor- 
tance to the medical profession have been dwelt 
upon in these annual addresses, but, as far as I can 
remember, very little action has ever been taken 
upon the recommendations made. Last year your 
President presented the problem of a health survey 
of the City of Providence. This survey has been 
completed and the results will soon be made public, 
and it is hoped that in the consummation of the 
recommendations made in that report the Provi- 
dence Medical Association may play an active part, 
in spite of the fact that the survey was inaugurated 
and carried through largely under lay control. In 
another year a past-president brought to your at- 
tention the subject of the need for hospital facili- 
ties for chronic and convalescent cases, and did 
this in a most constructive way, but as far as the 
medical profession is concerned nothing has come 
of it. 

The matter that I want to bring to your atten- 
tion this evening is that of the need of forceful and 
constructive action on the part of the Providence 
Medical Association in matters concerning medical 
problems in our City and State. We have all lis- 
tened in the past few years to dissertations on the 
problem of State Medicine; we have been told in 
no uncertain terms by numerous qualified writers 
and speakers that State Medicine is rapidly 
approaching, and, personally, I believe this is true, 
unless the medical profession itself wakes from its 


*Read at the Annual Meeting of the Providence Medi- 
cal Association, January 6th, 1930. 


complacent attitude and goes into action ; and that 
action must be sustained and well directed. Re- 
cently the Rhode Island Bar Association, in the 
annual address of.the president, called attention to 
the need of the legal profession for more and bet- 
ter direction of legal problems by the legal profes- 
sion itself, and I believe that we are in need of sim- 
ilar action. Almost five years ago Dr. William 
Allen Pusey, in his presidential address before the 
American Medical Association, said: ‘Medicine 
is, in fact, particularly exposed to the dangers of 
socialization, because the projects of socialism that 
obtain the first acceptance are those that have to do 
with health and physical welfare. There is an evi- 
dent tendency now to appropriate medicine in the 
social movement ; to make the treatment of the sick 
a function of society as a whole; to take it away 
from the individual’s responsibilities and to trans- 
fer it to the State; to turn it over to organized 
movements. If this movement should prevail to its 
logical limits, medicine would cease to be a liberal 
profession and would degenerate into a guild of 
dependent employees.” In England, State medicine 
is a reality, and from what we can learn, a most 
unpleasant reality, and many of the British leaders 
in the medical profession hope the day may not be 
far distant when they can be freed from the dom- 
ination of this State medicine. 

The Providence Medical Association has long 
rendered valuable and dignified service to the health 
needs of our community, but times and conditions 
have changed—women are taking a more active 
part in the problems of citizenship, and civic lead- 
ers have risen who are guiding and directing many 
of our activities. The Council of Social Agencies, 
which led to the formation of the Community 
Chest, and more recently to the Health Survey of 
Providence, is an organization in which the medi- 
cal profession is represented in rather limited num- 
bers and in which the work is being instituted and 
directed largely by laymen, able laymen, and ones 
having at heart the best interests of our city. Unless 
we are prepared to do our part in matters relating 
to health, the day is not far distant, if it has not 
already come, when as a profession we will be fol- 
lowing the direction of laymen and lay control of 
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medical progress will be in the ascendency. You 
may very properly say, “the public cannot get on 
without us,” and “the public knows nothing about 
medicine ; therefore they must always turn to us 
for guidance and help, and in that way we can 
maintain our supremacy;” but the public has 
learned a great deal about medicine and medical 
matters in the last few years, and in many instances 
are quite capable, as well as quite ready, to see that 
things are done and done in the way they think best, 
unless our profession, by action rather than words, 
assumes command of these matters. 

Let us consider for a moment what some of the 
important medical problems of our city are—a 
number of which have been brought out by the 
recent health survey: One of these is the need for 
greater hospital facilities for the chronic and con- 
valescent cases, a matter, as I have stated, brought 
to your attention several years ago but never acted 
upon ; among others was the reorganization of the 
State Welfare Commission ; fortunately, a physi- 
cian and member of this Association was made 
Chairman of that commission, but not by any con- 
certed action of this organization ; a revision of the 
laws relating to mental disease is being made, and 
on that commission are two physicians, again mem- 
bers of this organization, but, again, this was done 
not at the request or at the urging of this organ- 
ization, but rather through the action of lay con- 
trol. What action has this Association ever taken 
in recent years regarding the matter of fees to be 
charged for out-patient care? This is an important 
question that has been taken up by numerous hos- 
pitals and social organizations throughout the coun- 
try, and various practices have been instituted in 
different localities. Are we not interested in this 
important medical and economic matter ? Of course 
we are, but we are doing little or nothing about it. 
Constantly the laws of the State regarding health 
matters are being revised and new ones are being 
made; the medical profession has representatives 
who individually or collectively give their time to 
the drawing of proper bills and endeavoring to see 
that constructive legislation is passed, but how 
often do we have reports on what is being consid- 
ered in our State legislature, or how unanimous are 
we in officially voicing our opinions regarding leg- 
islative procedures having to do with important 
health questions. The State Board of Health in its 
reorganization had, as far as I know, no expression 
of opinion from our group as to the advisability of 
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changes or as to the organization of personnel. 
Were it not for our revered and illustrious Super- 
intendent of Health, the City of Providence would 
not hold the high rank in municipal health circles 
that it does today, and I know that many times Dr. 
Chapin has had to fight his battles alone, single- 
handed, and how much organized help from this 
body would have meant to him. The fitness of indi- 
viduals for licenses to drive motor vehicles is often 
primarily a health problem, and yet, as far as I 
know, in spite of numerous papers dealing with this 
subject from different members, no action has ever 
been taken leading to a helpful formulation of our 
opinion that might serve as a guide to those issuing 
such registration. Not long ago our District Nurs~ 
ing Association had to come to us asking for an 
advisory committee. Would it not have been a 
much more dignified procedure for that suggestion 
and for that help to have been offered by this organ- 
ization itself? In the campaign against tuberculo- 
sis that has been waged in Rhode Island so ably by 
Dr. Barnes, Dr. Pinckney and their associates, 
most of the work has been accomplished rather by 
their individual efforts than prompted by the force 
of organized medicine; and there must be many 
individuals struggling for the betterment of health 
conditions, more or less single handed, whose work 
would be furthered and whose efforts and courage 
would be strengthened by the direct effort of the 
medical association. 

These are only a few of the more pertinent prob- 
lems representative of many others that are either 
now, or will be in the near future, matters of 
extreme importance to the medical profession, and 
they are problems at the present time being consid- 
ered and largely directed by laymen; so, I believe, 
that unless we are willing to hand over our birth- 
right to non-medical citizens who have the interest, 
the energy and the vision to develop and direct our 
community needs, we must ourselves give these 
and many other matters our immediate, thoughtful 
and energetic consideration, if we are to continue 
to maintain that leadership which has been our her- 
itage through many generations of distinguished 
physicians. We have no medical school in Rhode 
Island, and perhaps never will have one, and un- 
doubtedly the direction, the organization and the 
inspiration in medical matters, suffers, but we have 


in our own Medical Association and in the State - 


Medical Society two organizations eminently qual- 
ified through their traditions and through their per- 


4 
a ( 
( 
a 
a 
nN 
n 
A 
al 
al 
hi 
m 
ce 
By 
A 
hy } 
sti 
Ge 


February, 1930 


sonnel to provide intelligent and active medical 
leadership in health matters. But this cannot be 
accomplished simply by referring to the date of our 
foundation and calling attention to the long list of 
distinguished members of our-group, nor can it be 
effected by drug store and staff room conferences 
setting forth the lack of consideration given the 
medical profession, or the attempted domination of 
lay groups. Rather it must be done in an orderly 
and systematic way through the actions of this 
Association. In this connection it would be well, 
in considering any such effort, to effect a close 
co-operation between our own group and that con- 
stituting the Rhode Island Medical Society, so that 
there may be, as far as possible, no over-lapping 
and a concentration of personnel in strategic com- 
mittees. 

Possibly, up to this point, you may have been 
patient enough and interested enough to agree with 
me, at least in some measure, and now you are 
thinking, “Well, these are good ideas, but how is it 
to be accomplished ?”, and in order to present any 
constructive ideas to you I must speak frankly in 
the bosom of our medical family—and I can do 
this, perhaps, better because I have already been 
nominated for membership on a committee which 
really acts as the executive committee of this Asso- 
ciation—namely, the Standing Committee, and it 
is to the Standing Committee that I would for a 
moment direct your attention. 

The By-Laws of the Providence Medical Asso- 
ciation, as amended April 7, 1913, under Sec. 6, 
define the make-up and duties of the Standing 
Committee in the following way: 

The Standing Committee shall consist of the President, 
Secretary and Treasurer ex-officio, and of five members, 
and, upon the adoption of these By-Laws, shall be elected 
as follows: One member for a term of five years; one 
member for a term of four years; one member for a term 
of three years; one member for a term of two years; one 
member for a term of one year; and thereafter, one mem- 
ber each year for a term of five years. 

It shall approve all claims for indebtedness against the 
Association, and shall examine and audit the Treasurer's 
annual report before it can be accepted by the Association, 
and shall have control of the publication of the transactions 
of the Association, electing the Editor, and conferring on 
him all necessary authority. 

With the assistance of the Secretary, the Standing Com- 
mittee shall invite such physicians of the State and adja- 
cent territory as are eligible under this Constitution and 
By-Laws to become members or associate members of this 
Association, and, in accordance with Article II of the Con- 
stitution, shall receive applications for membership, and 
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report the same to the Association with its approval at the 
next regular meeting or as soon thereafter as may be, or 
its disapproval to the applicant. It shall consider all ques- 
tions involving the rights, and decide all questions of an 
ethical nature or of discipline affecting the conduct of 
members. It shall be the judge of the eligibility of pro- 
posed members, and its decisions shall be final unless a 
written protest, signed by ten members of the Association, 
is filed with the Secretary, when the disputed question, after 
due notification to all members, shall be referred to the 
Association for final action, which a three-quarter vote of 
those present shall decide. 

It shall act as a nominating committee and present at the 
meeting next preceding the annual meeting a list of officers 
to be elected at the annual meeting. Any counter nomina- 
tions from the Association must be in writing, signed by 
ten members of the Association, and delivered to the Secre- 
tary at least ten days prior to the annual meeting. It shall 
be the duty of the Secretary to mail to each member of the 
Association in the December notices, a list of the officers 
nominated by the Standing Committee, together with all 
lists of counter-nominations. It shall, through the Secre- 
tary, present a report of its transactions during the year. 

Many changes have come in all our social fabric 
in sixteen years, and perhaps what is needed is a 
revision of the By-Laws as related to the duties of 
the Standing Committee, for I cannot see that the 
objective suggested will be gained with the limita- 
tion of duties as now provided by the By-Laws. 

I am in general opposed to added committees and 
to increasing complexity of organizations; there- 
fore, it would seem to me that if the Medical Asso- 
ciation is to be represented by an official group that 
shall give real consideration to vital health matters, 
and express the beliefs and desires of the medical 
profession to the community, it should be done by 
the Standing Committee. Therefore, I bring to 
you for your consideration a reconstruction of the 
duties and functions of the Standing Committee, 
feeling sure that this Association neither wants to 
become antiquated, ineffective or obsolete, and will 
only claim your attention for a few minutes longer 
in making the following suggestions. 

In the past few years the membership of the 
Standing Committee has been made up largely of 
the past-presidents of the organization, all men, we 
will hope, who, in their various medical activities, 
have made some contribution to their respective 
specialties, all men who have shown an interest in 
this organization and who have done something to 
promote its welfare. Let me call your attention to 
the fact (which I am sure the other past-presidents 
would subscribe to) that after one has planned the 
program for this group for a year, has often coaxed 
papers out of reluctant victims, has endeavored to 
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balance a program so that various fields of activity 
would be represented, has worried over the length 
or brevity of programs, has struggled with acous- 
tics and with refractory lanterns, there is a tend- 
ency to feel that one has done his part, and that 
following this year of activity he can settle back 
and let the other fellow do the work. The past- 
presidents have almost without exception been ex- 
tremely busy professional men who have given 
freely of their time to our organization but, who, 
following a year of unusual activity as president, 
find it difficult, if not impossible, to attend frequent 
meetings of the Standing Committee—so much so 
that the Secretary will bear me out when I say that 
one often has to make a rather personal appeal to 
get a quorum for the Standing Committee meeting. 
This is not to be wondered at. It is only a natural 
reaction that we all have, but it has a significance in 
the leadership and activities of the Standing Com- 
mittee, and it is my suggestion that in the member- 
ship of the Standing Committee should be some of 
the younger men, well trained professionally, so- 
cially minded, and with a desire to contribute some- 
thing toward the dignity and responsibility of the 
medical profession in the social structure. I also 
believe that at least two or three times a year the 
Standing Committee should have a place upon the 
program of our meetings, so that in ten or fifteen 
minutes they could bring to our attention matters 
that they were considering, could ask for an expres- 
sion of opinion, and could be guided in their actions 
by votes of approval or disapproval; thus, the 
Standing Committee would not be a monopoly, but 
would simply be the mouth piece of the whole 
group working for and interpreting to the legisla- 
ture, to the various civic organizations, and to the 
public at large the desires and opinions of this 
group. 

In conclusion, I believe that due to changing 
social and medical conditions, the medical profes- 
sion itself must assume a position of more active 
leadership if it is to maintain the direction of med- 
ical matters; and that to do this, organized medi- 
cine must set its house in order, and to this end the 
Providence Medical Association should give seri- 
ous consideration to a revision of the By-Laws 
relating to the Standing Committee so that that 
committee shall be empowered to study the com- 
munity medical needs, shall be prepared to recom- 
mend to the Association what should be done in 
this regard, and that the Committee should report 
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to the whole Association at least twice a year re- 
garding these matters ; also, that the policy of this 
body should be not to confine its membership to 
ex-presidents, but rather should elect to it others of 
our membership, especially qualified by training 


and interest, who could give time and careful con-— 


sideration to our leadership in medical matters. 
And these recommendations are made because of a 
sincere desire to see this Association secure for 
itself, and for those to come after us, leadership in 
medical matters. 


THE GRADENIGO SYNDROME* 
By Dr. J. W. Leecu 


369 Broap STREET 
ProvipENceE, R. I. 


This syndrome was first described twenty-five 
years ago by Gradenigo, and the subsequent litera- 
ture, which today includes fewer than two hundred 
reported cases, is in some measure an index of the 
relative rarity of its occurrence. 

This triad comprehends the following three 
essential factors : 

1. Purulent discharge from the middle ear with 
or without the usual signs of mastoid involvement. 

2. Isolated paralysis of the sixth cranial or 
abducens nerve on the same side as the discharging 
ear. 

3. Severe pain in the frontal, temporal and 
parietal regions corresponding to the distribution 
of the homolateral fifth cranial or trifacial nerve, 
rather than in the post-auricular region common to 
mastoiditis. 

The sudden onset of these symptoms in the 
course of an acute suppurative otitis media with 
the usual attendant symptoms of visual confusion, 
homonymous diplopia and dizziness incident to the 
abducens paralysis, furnishes one of the few dra- 
matic incidents in otologic practice. 

The usual picture is that of an apparently ordi- 
nary acute otitis media that causes concern to the 
attending physician only by reason of the purulent 
discharge being possibly more profuse and persist- 
ing a little longer than usual. There may be no 
post-aural tenderness, no drooping of the posterior- 
superior canal wall, nor other signs indicating that 


*Read before the Providence Medical Association, Octo- 
ber 7th, 1929. 
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the process has extended beyond the confines of the 
tympanic cavity. With startling abruptness, the 
child—these cases usually occur between the ages 
of five and fifteen years—develops a convergent 
squint of the paralytic type due to involvement of 
the homolateral abducens nerve, and intense pain 
in the temporo-parietal region of the same side. 

As illustrative of this, let me cite the following 
case, which was the first of its kind I had encoun- 
tered. 

Susan M., three years old, was referred to me 
December 17, 1921, on account of a discharging 
left ear of three weeks’ duration. There had been 
a spontaneous rupture of the membrana tympani 
soon after the onset of ear-ache, but as the tem- 
perature still remained elevated, the attending 
pediatrician incised the drumhead. In spite of this, 
temperature did not recede and discharge remained 
profuse and purulent. There was no mastoid ten- 
derness, the canal wall showed no drooping, and 
the cervical glands on the same side were palpable. 
The child was seen every other day with no appre- 
ciable change in her condition, until on waking on 
the morning of the sixth day, it was noticed by the 
parents that the left eye was turned markedly in 
toward the nose and the child volunteered the 
information that she could “see two Daddy’s.” 

Pupillary reactions dnd fundus of each eye were 
normal. No X-Ray examination was made, as I 
felt operation was demanded by the evident exten- 
sion inward of the disease process. 

Mastoid operation was performed that same 
afternoon and pus encountered immediately on 
uncapping the cellular structure of the mastoid. 
The inner table overlying the lateral sinus had be- 
come destroyed, but as the sinus appeared to be of 
good color and consistency, it was not opened. 

On the third day there was a beginning return of 
external rotation of the left eye which, however, 
did not become complete until January 17th or 
twenty-five days after the onset of the abducens 
paralysis. 

In order to explain the probable mechanism of 
abducens palsy and fifth nerve pain from acute 
otitis media, it is necessary to recall the anatomy of 
the region at the apex of the petrous portion of the 
temporal bone. The abducens nerve in its long 
course along the base of the brain from the lower 
border of the pons enters the wall of the cavernous 
sinus through a small perforation in the dura below 
the posterior clinoid process, and here it lies in con- 
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tact with the periosteum at the apex of the petrous 
pyramid of the temporal bone. Just before enter- 
ing the cavernous sinus it traverses a narrow fibro- 
ligamentous canal between the petrous apex and 
the posterior clinoid of the sphenoid known as 
Dorello’s canal, and here may be subjected to pres- 
sure from an inflammatory process producing an 
edema at this point or by extension of the suppura- 
tive process through the medium of a highly pneu- 
matized petrous. In this same region also lies the 
fifth nerve with its Gasserian ganglion, which 
explains the distribution of pain in Gradenigo’s 
syndrome. It lies in Meckel’s dural cavity and 
rests in a depression on the antero-superior surface 
of the petrous at its tip. 

The abducens in this canal may thus be involved 
by an extradural abscess, by an extension of the 
thrombotic process originating in the lateral sinus 
and extending into the inferior petrosal sinus which 
joins the cavernous sinus at the point where the 
nerve enters the wall of the latter, or by a localized 
protective meningitis. That extension of actual 
suppuration to the petrous cells does not always 
occur in Gradenigo’s syndrome is abundantly 
proven by the recovery of many cases after a sim- 
ple mastoidectomy and, indeed, without any surgery 
upon the mastoid. As an example, let me quote 
briefly the second case I have had under my care. 

E. P., six year old girl, came to me with an acute 
otitis media of the left ear. Incision of the drum- 
head was followed by an average course for ten 
days, save that the discharge remained profuse. At 
no time was there any mastoid pain or tenderness, 
and the contour of the external canal wall remained 
normal. On the 11th day she developed a left 
abducens paralysis associated with intense noctur- 
nal pain in the left parietal and anterior temporal 
regions. Ophthalmoscopic examination showed no 
pathology in the fundus of either eye. The temper- 
ature did not rise above 100°, the child complained 
only of pain at night and objectively no signs of 
mastoiditis supervened. On the fourth day after 
the onset of the Gradenigo triad, the pain lessened 
materially and the left eye was obviously less con- 
verged. No X-Ray study of this case was done, 
but in view of the amelioration of symptoms, oper- 
ation was deferred. This was justified by the dis- 
appearance of the middle ear discharge in the 
third week after its inception, and the restoration 
of normal ocular motility on the twenty-fifth day 
following the original otitis and two weeks after 
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the appearance of the Gradenigo syndrome. Evi- 
dently there occurred a localized edema compress- 
ing the sixth nerve. Obviously an intra-cranial 
suppuration or cellular necrosis of the petrous did 
not cause the paralysis in this case. It is not neces- 
sary, in order that the Gradenigo syndrome appear, 
that actual abscess formation at the tip of the pet- 
rous portion of the temporal bone occur. We know 
that inflammation may proceed to any degree, up 
to and including pus formation, but degrees of 
inflammation below that of suppuration can pro- 
duce this syndrome. 


The third case I wish to report also was not sub- 
jected to mastoid exenteration and, though the case 
was of much longer duration and greater severity, 
recovered completely both as to ocular motility and 
aural function. While, as mentioned above, this 
is the second case to recover without resorting to 
surgery upon the mastoid, I wish to interpolate 
here my belief that it is better to open and drain the 
mastoid in cases of Gradenigo syndrome. Simple 
mastoidectomy usually suffices to effect a cure; the 
operative risk is not to be compared with the possi- 
bility of the syndrome being due to serious intra- 
cranial invasion, where delay would be of serious 
if not fatal consequence. 


Frederick R., age 14, a nephew of a physician 
who was in constant attendance before and while 
I was treating the boy, was taken ill March 20, 
1926, with grippe, followed by spontaneous dis- 
charge of an acute otitis media of the left ear. The 
discharge continuing profuse and purulent, the 
temperature remaining elevated, and pain still per- 
sisting, on March 27th I was asked to see him. 


There were none of the usual signs of mastoid- 
itis, and feeling that the spontaneous perforation 
in the drumhead was probably not giving adequate 
drainage to the tympanic suppuration, I incised the 
drumhead under gas anaesthesia. Pain, discharge 
and temperature curve improved during the suc- 
ceeding six or seven days, during which no signs 
indicating mastoid involvement made their appear- 
ance. 


On April 4th, the patient complained of the left 
side of his face feeling “paralyzed,” and the left 
side of his tongue feeling cold. No motor paralysis 
of the face could be detected, but there was evident 
disturbance of sensation in the left face in the area 
of distribution of the trigeminus. This area in- 
cluded the left side of the face with the exception of 
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a rectangular area near the ear, bounded by a line 
extending upward from midway between the point 
of the chin and the angle of the jaw to the level of 
the nose and from this point, at an angle, above the 
external auditory meatus to the occipital promi- 
nence. There was no change in the contour of the 
canal wall, no tenderness over the mastoid antrum 
or tip and no post-auricular pain. X-Ray examina- 
tion failed to reveal any signs of cell-wall break- 
down, and, indeed, only a slight haziness of a very 
extensive pneumatic cellular distribution within the 
mastoid. In view of the absence of the usual signs 


of mastoiditis, coupled with a practically negative” 


X-Ray examination and a decided improvement in 
the amount. of discharge from the ear, and im- 
provement in the hearing of the left ear, I reluc- 
tantly acquiesced in a waiting policy. 


In the following two weeks there was a steady 
improvement in the local ear condition ; though the 
fifth nerve involvement remained about the same 
until April 19th, there was added to it a left abdu- 
cens paralysis, completing the picture of Gradeni- 
go’s syndrome of discharge from the middle ear, 
paralysis of the abducens and of the trigeminus of 
the same side. 


Four days later the discharge from the ear had 
ceased, the pain in the face and temporal region 
had abated, but the left eye remained in marked 
convergence until April 26th, when external rota- 
tion beyond the midline could be detected. Recov- 
ery of full function of the left external rectus 
muscle was not accomplished until May 13th or 
twenty-four days after the inception of the abdu- 
cens paralysis. 


The fourth and last case I wish to report is 
interesting in that this boy has had since early 
childhood a concomitant convergent squint of the 
left eye associated with a refractive error of hyper- 
opic astigmatism. The appearance of the Gradenigo 
syndrome in the course of a left acute suppurative 
otitis media precipitated a paralytic convergent 
squint of the same eye which had converged previ- 
ously from a non-paralytic cause. 


The history of Allen H., 11 years old, pertinent 
to the subject under consideration is as follows: 
He had been ill with grippe about two weeks before 
I saw him in consultation, and had complained of 
slight pain in his left ear, but as his temperature 
became normal, his physician allowed him to get up 
and later be out of doors. Four days before the 
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consultation, the left ear ached and discharged 
spontaneously with relief of pain, but the tempera- 
ture remained about 102°-103° F. There was slight 
pulsating secretion in the fundus of the external 
auditory canal, but no perforation in the tympanic 
membrane was visible, no pain and no mastoid ten- 
derness, no canal roof drooping. Under gas anaes- 
thesia, the drumhead was incised February 21st, 
with release of a flow of flocculent secretion. 


A second consultation was held March 9th on 
account of the development of a paralysis of the 
left external rectus muscle. Aside from the con- 
tinued profuse aural discharge, there had been no 
clinical evidence of mastoiditis requiring opera- 
tion. X-Ray examination demonstrated completely 
pneumatic mastoids with cells extending into the 
zygomatic process. On the left (affected) side, all 
the cells appeared definitely hazy with a fairly 
dense shadow obscuring the periantral group and 
breaking down of the cellular structure over the 
knee of the lateral sinus. 


A simple mastoidectomy was done the following 
morning, the cells found filled with exudate, some 
of the cell walls broken down, especially about the 
aditus ad antrum. 


There was no evidence of external rotation of 
the left eye until April 5th, and return of muscle 
power was very slow. However, on June 4th full 
motility of the left eye had returned, there was no 
diplopia, and the hearing in the left ear was normal 
for the conversational and whispered voice. 


In reviewing these few cases, it is obvious that 
one is not justified in drawing conclusions based 
upon four cases. But in conjunction with a study 
of the reported cases in the literature dealing with 
Gradenigo’s syndrome, these cases have served to 
deduce certain thoughts as to the mechanism of the 
syndrome and the best methods to pursue to bring 
about restoration of function not alone to the 
exciting ear but also to the cranial nerves involved. 


1. Gradenigo’s sundrome occurs in the course 
of a protracted suppurative otitis media, most fre- 
quently between the ages of 5 and 15 years. 


2. The pneumatic type of mastoid is more 
prone to be associated with the syndrome than the 
sclerosed type. This, however, is possibly predi- 
cated upon the preceding conclusion, inasmuch as 
the pneumatic mastoid is pre-eminently that of 
early childhood. 
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3. The paralysis of the sixth nerve and the 
involvement of the sensory fifth nerve are both due 
to their anatomical relationship to the tip of the 
petrous portion of the temporal bone. The insult 
to these nerves may vary from pressure by edema 
of contiguity to an actual suppurative process 
within or extending beyond the cellular structure 
of the temporal bone. 

4. While the mortality in cases presenting this 
sequence of symptoms has been placed as high as 
10%, it is reasonable to believe that earlier mas- 
toid operations as practiced today will eliminate a 
generous proportion of the fatalities by anticipat- 
ing or more adequately treating the intra-cranial 
complications of temporal bone suppuration. 

5. The simple mastoid operation should be 
resorted to as soon as possible after the onset of 
Gradenigo’s syndrome, regardless of whether clin- 
ical or Roentgenographic findings justify a diag- 
nosis of surgical mastoiditis or not. 

This operation is not usually attended by great 
risks, it is sufficient to clear out most acute sup- 
purative processes in the mastoid, and certainly 
provides the surest way of draining a serious mid- 
dle ear infection. If complications of mastoiditis, 
such as sinus thrombosis, extradural abscess, etc., 
are discovered at operation, the surgical procedures 
necessary to cope with these complications can be 
extended at the time of this operation. This is more 
truly conservatism, in that it conserves better the 
hearing and provides better drainage of the sup- 
purative process whether in the tympanic, mas- 
toid or cranial cavities, than is the withholding of 
surgery in Gradenigo’s syndrome. 
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EDITORIALS 


HOSPITAL ETHICS 


In private practice, medical specialties may over- 
lap, but in a well arranged hospital their bounds are 
clearly defined. Members of the staff choose the 
department where they will serve, and continue to 
work in this department for periods of many years. 
Thus, men working in one branch of medicine or 
surgery become very skillful in the work of this 
department, and, as a corollary, become more and 
more incompetent to do the work of other depart- 


ments. While this tendency is certainly present and 
is an inevitable result of the conditions of hospital 
service, it is not realized by a large proportion of 
the profession. It is difficult for the surgeon to 
appreciate that he must sacrifice skill in medical 
diagnosis and treatment if he will mount to the 
heights of surgical technic. He may believe that he 
can do a better tonsil operation than the specialist 
who practices this operation daily, but this is not 
likely to be true. The physician who devotes his 
life to the study of medical problems may believe 
himself competent to undertake surgical work, but 
reason will indicate that this cannot be so. In each 
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specialty, as a man becomes more eminent, he be- 
comes less fitted for work in other specialties. 


The all-around specialist may fill a place in the 
outside community, but when he enters a hospital 
he should head toward the direction of his chosen 
department. In private practice, let each physician 
treat any patient who has confidence in his ability 
and skill. In the general hospital, after each practi- 
tioner has chosen the department for which he 
seems to be fitted, let him practice in this depart- 
ment; the surgeon, surgery; the physician, medi- 
cine ; the staff of each special department, the work 
of their chosen specialty. This conduct will react 
to the credit of the institution and of the profession. 


MEDICAL ACTION OR STATE MEDICINE 


Unless the Rhode Island Medical Society and 
the Providence Medical Association take a more 
active part in medical activities in the City of 
Providence and State.of Rhode Island, we shall 
soon be faced not with the spectre of State Medi- 
cine but with the reality of it. The medical organ- 
izations must have active, energetic and socially 
minded committees ; they must take the lead in the 
question of hospital facilities, medical legislation 
and of all community needs. There are many 
things needed regarding the care of the sick. The 
medical profession talks about them and, in small, 
unorganized groups, often express themselves very 
forcibly, but they do nothing about them in a con- 
structive way. In the meantime, public minded 
citizens push forward the health needs and health 
activities of the City and the State. Recently the 
Bar Association of Rhode Island has pointed out 
the need for more activity on their part, and it is 
high time that organized medicine in Rhode Island 
shows that it is organized, that it is abreast of the 
times, and that it has representatives duly 
appointed to see that the medical profession has 
knowledge of community needs, has devised a 
technique for providing them and is prepared to 
work for their accomplishment. Otherwise, the 
medical profession will soon be dominated by lay 
control, and we will have State Medicine, and no 
one to blame for it but ourselves. 
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STREPTOCOCCUS HEMOLYTICUS 
PNEUMONIA* 
A Disease ENTITY 
By Ezra A. SHarp, M.D. 


339 THAYER STREET 
Provivence, R. I. 


The purpose of the present study is to show that 
certain phenomena occur with sufficient regularity 
in patients sick with hemolytic streptococcus pneu- 
monia to render it desirable to consider this disease 
as a Clinical entity. 

The reason that the conception is at present held 
by so few depends on the following facts: that of 
recent years most investigative work in pneumonia 
has been concerned with pneumococcus pneumo- 
nia ; and that although the hemolytic streptococcus 
pneumonias were studied in considerable detail 
during the pneumonia epidemics of the recent war, 
yet at this time there was a great pandemic of influ- 
enza to confuse the picture, and consequently the 
possibility that hemolytic streptococcus pneumonia 
might run much the same course under conditions 
of civil practice has not been generally recognized. 

However, from the literature of the war period 
there are indications that certain features are more 
or less regularly associated with this type of pneu- 
monia. During the epidemics which occurred at 
the training camps in 1917 and 1918, much new 
material was collected. The value of this rests on 
the fact that the subjects were young and robust 
men in whom the evidences of the disease were not 
marred by chronic changes such as were found in 
those which came to autopsy in general hospitals. 
It soon became evident to many observers that cer- 
tain bacteria were intimately related to the clinical 
and pathological pictures. In particular, Mac- 
Callum' performed autopsies on cases which oc- 
curred secondary to measles and coincidentally 
with the epidemics of influenza. From his data he 
concluded that the Streptococcus hemolyticus 
played the major part in causing changes which he 
found. From a review of his figures, certain strik- 
ing facts stand out: empyema occurred with high 
frequency ; that out of eleven cases with empyema 
which were studied bacteriologically, the Strepto- 
coccus hemolyticus was the most frequent orgari- 


*Read before the Providence Medical Society Decem- 

ber 2d, 1929. From a paper presented in 1927 as a thesis 

for degree of Master of Science, Yale Medical School. 
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ism, Occurring in nine out of the eleven; that un- 
like pneumococcus pneumonia, with their high in- 
cidence of blood stream infections, the Strepto- 
coccus hemolyticus in these bronchopneumonias 
gave a positive blood culture comparatively rarely, 
and when present was usually a terminal event. 

Because the epidemic cases presented a new 
pathological picture, and since the Bacillus influ- 
enzae was found in somewhat similar pathological 
pictures by Wolbach’, the interpretation of the role 
of the Streptococcus hemolyticus was somewhat 
obscured. 

Experimentally, the relation of the Streptococ- 
cus hemolyticus to bronchopneumonia was studied 
in monkeys by Blake and Cecil*. They used the 
intratracheal method of inoculation in eleven ani- 
mals. Their conclusions were similar to those of 


MacCallum, namely: (1) the high incidence of- 


empyema occurring in 4 out of 11, or 36 per cent. 
of the infected monkeys; (2) the lack of positive 
blood cultures early in the course of the disease 
and positive as a terminal event; (3) the intersti- 
tial changes in the lungs. 

From the above references there are definite 
indications that the Streptococcus hemolyticus 
pneumonia is a particular disease. Nevertheless, 
except for the above studies, very little work has 
been done to sift out from the heterogenous group 
of bronchopneumonias a clearcut disease entity 
and to classify it on a bacteriological basis. The 
view generally accepted at present may be summed 
up by quoting Hamman‘, who writes, “Unless the 
disease occurs in epidemics the bacteriology cannot 
be predicted from the anatomical lesion nor from 
the clinical course.” In contradistinction, this 
study was undertaken with the possibility that 
Streptococcus hemolyticus bronchopneumonia as 
seen in general hospital practice might stand out as 
a clinical and bacteriological disease entity. 

The data for this study has been obtained from 
the records of the New Haven Hospital and De- 
partment of Medicine, Yale Medical School, for 
the years 1923 to 1926. This period has been free 
from epidemics of upper respiratory diseases ex- 
cept for the usual unknown respiratory infections 
called common colds, la grippe, etc. A total of 23 
cases were collected, which were all the cases which 
could be considered streptococcus infections of the 
lung. These were divided into two types, depend- 
ing upon the route for the infection of the lung. 
When the pathway was through the upper respira- 
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tory tract, the cases were grouped as bronchogene- 
tic. The cases of pneumonia which occurred inci- 
dental to a known blood stream infection were clas- 
sified as hematogenous. It is obvious that in cer- 
tain cases this differentiation might be impossible. 
In the cases listed as bronchogenetic there were in 
all a history of some predisposing acute respiratory 
infection, and in all these cases there were no evi- 
dences of primary infection outside the respiratory 
tract which might have given rise to an embolic 
pneumonia. 

In the hematogenous group the symptoms and 
signs of sepsis were present. This will be dis- 
cussed in detail below. 


1. BRoONCHOGENETIC GROUP 


The first group to be discussed is the broncho- 
genetic, of which there are 17 cases. The diagnosis 
was made in ten cases on the presence of signs of 
pneumonia and the isolation of Streptococcus he- 
molyticus in pure culture from the pleural exudate. 
In the 11th case there were signs of pneumonia and 
blood culture was positive for this organism. In 
the remaining six cases, the criteria were the his- 
tory, clinical findings, and sputum cultures. It is 
apparent, therefore, that in 11 of the 17 cases the 
bacteriological diagnosis was well established. In 
the remaining group of six cases the evidence for 
the diagnosis of Streptococcus pneumonia is pre- 
sumptive in that hemolytic streptococci were found 
in the sputum on direct culture or mouse inocula- 
tion, while pneumococci and B. influenzae were 
not found. 

Tables have been prepared to illustrate the im- 
portant data but because of limited space they 
have not been included in this publication. : 

The significant facts are: the seasonal incidence ; 
the pneumonia occurs following some predisposing 
illness ; the high incidence of empyema; the nega- 
tive blood cultures in the early course of the disease ; 
relation of thoracotomy to the prognosis ; the spu- 
tum cultures; type of temperature curve; and 
modes of recovery. 


Seasonal Incidence. These cases all occurred in 
the winter and spring months at the time: when the 
incidence of streptococcus infections is the 
greatest. 

Predisposing Factors. In all cases, except one 
in which there are no reliable data, there is an out- 
standing primary illness. Sore throat occurred in 
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four, laryngitis in one, bronchitis in eight, measles 
in three, pertussis in one. That the existence of 
definite primary illness is alone not characteristic 
of Streptococcus hemolyticus pneumonia is shown 
by a review of Cole’s® statistics on pneumococcus 
pneumonia, in which he finds that in 770 cases, at 
least 40 per cent. had definite symptoms of upper 
respiratory or bronchial infection of undetermined 
etiology. Also, in 31 consecutive cases of pneumo- 
coccus pneumonia seen by the author at the New 
Haven Hospital, there was a predisposing illness in 
every case. With these facts in mind it becomes 
obvious that the classification of pneumonias into 
primary and secondary types is only a comparative 
differentiation. 

In the war-time epidemics, the majority of hemo- 
lytic streptococcus pneumonias followed a rather 
severe primary illness such as measles or influenza. 
In the present series the numbers are insufficient 
to do more than indicate that a more severe predis- 
posing illness is usually operative in hemolytic 
streptococcus pneumonia than in pneumococcus 
pneumonia. 


Empyema. In 10 out of the 17 cases this condi- 
tion was found. The high incidence of empyema in 
Streptococcus hemolyticus pneumonia stands in 
contrast to that found in pneumococcus pneumo- 
nias, for which latter condition Cole’s figures are 
5.3 per cent. for a series of 770 cases. The type of 
pleural exudate was quite characteristic of the con- 
dition, and exhibited a definite series of changes. 
On the first to the third day the aspirated fluid was 
straw-colored, cloudy with no odor. The white cell 
count varied from 3,000 to 10,000. Streptococcus 
hemolyticus was readily found on direct smear and 
cultures, being present in large numbers. After the 
third day the fluid became thicker, greenish, and 
gradually tinged with brown. At this point there 
was an increase in the cell count varying between 
20,000 and 30,000. Fibrin flakes were noticed after 
the third day, and increased to such an extent after 
a week that it was difficult to aspirate the fluid by 
needle. At no time before thoracotomy did the 
fluid become sterile spontaneously such as occurs 
sometimes in the pneumococcus pneumonia. Per- 
haps the most significant finding was that thoraco- 
tomy was resorted to in order to clear up the infec- 
tion, whereas on the other hand in 770 cases of 
pneumococcus pneumonia Cole found 69 cases with 
pleural effusion ; of these, only 41 contained pneu- 
mococci in the pleural exudate, and the remaining 
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28 which showed sterile exudates recovered with- 
out thoracotomy. 


Thoracotomy. In seven cases this procedure 
was done after the empyema was well established 
and well walled off. Continuous suction-drainage 
was used and the empyema cleared up after a few 
weeks. The shortest period was 26 days and the 
longest duration of pleural drainage was 61 days. 
The operative mortality in the six cases in which 
this was done was nil. One may conclude that, if 
the patient survives the early acute stages of the 
pneumonia, the proper handling of the case by 
repeated thoracentesis followed by thoracotomy 
will result in a favorable outcome. In one case 
thoracoplasty was performed for two reasons: first 
because the lung was tied down by dense adhe- 
sions; and secondly because of an associated pul¢ 
monary tuberculosis on the affected side. 


Blood cultures were taken in nine cases. In each 
instance these were negative up to the fifth day of 
the disease. The two positive blood cultures were 
found one and two days before death on the fifth 
and fourteenth days of the disease respectively. In 
this respect the Streptococcus hemolyticus pulmon- 
ary infection is unlike pneumococcus pneumonia, 
in which condition it is quite common to find posi- 
tive cultures early in the course of the disease. One 
may infer that the finding of Streptococcus hemo- 
lyticus in the blood stream in the presence of signs 
of pneumonia indicates an unfavorable prognosis. 


Sputum Bacteriology. The sputum was usually 
greenish, mucopurulent, but at times it was whit- 
ish mucoid. In three instances it was red-tinged 
mucopurulent. Cultures on blood agar showed 
Streptococcus hemolyticus as the predominating 
organism. In two cases mouse inoculation with 
the washed sputum resulted in death and autopsy 
showed pure culture of Streptococcus hemolyticus 
in the heart’s blood and peritoneal exudate of the 
mouse. 


Type of Fever. Temperature was irregular and 
elevated in all cases. In the empyema group there 
was a gradual lowering of the fever with the sub- 
sidence of the acute pulmonary infection before 
thoracotomy was done, but a level was never main- 
tained before operation. All of these cases were 
first seen when there were clinical signs of pleural 
effusion, and as a result no deductions can be drawn 
about the relation of temperature curve to onset of 
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the empyema. After thoracotomy, with suction- 
drainage started, the fever resolved by lysis; in 
five cases lasting 21 to 28 days, in one case 14 days, 
and in one case 6 days. Frequently drainage per- 
sisted, although scanty, for several days following 
the return to normal temperature. Recovery by 
crisis did not occur in any case. 

In the seven cases in which empyema was not 
proven, recovery by lysis occurred in one instance 
within seven days; in two cases fever was compli- 
cated by an associated pulmonary tuberculosis ; the 
remaining four cases died early in the disease. 


Leucocyte Count. The white blood count was 
elevated in practically all cases except one which 
was complicated by measles. In the four instances 
which were seen and studied early in the course of 
the disease, the leucocytes remained at their high 
level until thoracotomy with suction-drainage was 
done. 


Mortality. Although it is unwise to draw con- 
clusions from such a small series, the following 
data are nevertheless interesting: out of 17 cases 
death occurred in 7 or approximately 40 per cent. 
In the 10 cases with empyema, death occurred in 
3 or 30 per cent. In the 6 instances in which 
thoracotomy was done there were no deaths. 


In addition to the above there are aspects of the 
disease which make Streptococcus hemolyticus 
pneumonia a fairly clear-cut and readily diagnosed 
clinical entity. This contention can best be illus- 
trated by citing a typical case. 


CASE REPORT 


H. A. P., No. 9, age 35, male. Occupation: 
clerk (out-doors). Complaint: Pain in the left 
chest, fever, cough, malaise. The family history 
was unessential. Patient had the usual childhood 
diseases with the exception of scarlet fever and 
diphtheria. Six years previously, in 1921, he had 
lobar pneumonia involving the left lung. For one 
week prior to onset of present illness, patient com- 
plained of general malaise and occasional unpro- 
ductive cough. At first he was in bed for four days, 
but was improved on the fifth day and went back to 
work. Two days after recovering from the above 
illness, he developed an acute, stabbing pain in the 
left side of the chest. After a few hours there was 
marked dyspnoea, increased malaise and a tem- 
perature of 102. Coughing was rather frequent, 
with sputum which was mucoid and not bloody. No 
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chills were noted. For three days these symptoms 
continued with increasing malaise, after which the 
patient was admitted to the hospital. 

On admission on the fourth day of the illness, the 
vital signs were: temperature 104, pulse 120, res- 
piration 30. 

Patient was a well developed and well nourished 
male of about 35 years. He looked moderately 
toxic but was mentally alert. The lips and tip of 
nose presented a cherry-red color. There was no 
bluish tinge. The tongue was moist, white coated, 
and there were small patches of superficial des- 
quamation, while at the tip there were several en- 
larged papillae. The tonsils were not visible, but 
the pharynx was slightly injected. Patient was 
breathing with a respiratory grunt and left chest 
held immovable. Vocal fremitus was impaired over 
the left side. Percussion gave a dull note in the 
interscapular region which became flat as it ap- 
proached the base. Anteriorly, over the left chest, 
there was dullness below the fifth rib. Breath 
sounds were greatly suppressed over the left lower 
lobe, but after coughing, patchy areas of tubular 
sounds were heard. In addition there were numer- 
ous moist and crepitant rales and spoken voice was 
suppressed. High in the left axilla there was an 
audible friction rub. Posteriorly, over the left 
upper lobe there was dullness. Right lung was 
essentially clear. Abdomen was moderately dis- 
tended, spleen and liver not being palpable. The 
remainder of the examination was essentially nega- 
tive. 

Laboratory findings: W. B. C. 32,000. Poly- 
morphonuclears 94 per cent, lymphocytes 6 per 
cent. Sputum was mucoid and white. There were 
many Gram positive cocci in chains. Mouse typ- 
ing : animal died in 24 hours. Streptococcus hemo- 
lyticus was obtained in pure culture. Blood 
cultures were negative on third, sixth and twenti- 
eth days. 

Course in hospital: On the second day follow- 
ing admission, or the fourth day of the pneumonia, 
a thoracentesis was done on the left side, in the 
eighth interspace in the scapular line. A large 
amount of exudate was removed. It was cloudy, 
pale yellow, and contained 3,000 white cells per 
cubic millimeter and numerous streptococci. The 
pleural fluid obtained at each aspiration contained 
large numbers of hemolytic streptococci. The pa- 
tient’s condition remained practically unchanged, 
temperature varying from 101 to 103. The plan 
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of treatment consisted in aspiration of the chest 
until the fluid became pocketed off and too heavy 
to remove by needle. On the nineteenth day after 
the pleural exudate was found, thoracotonty was 
performed and continuous drainage under suction 
was instituted. The patient had no ill effects from 
the operative procedure. Clinically he appeared 
much improved and the vital signs had returned 
to normal on the twenty-first post-operative day. 


DiscussION 


The physical findings which are essentially pe- 
culiar to Streptococcus hemolyticus pneumonia, 
and which, in a patient with pneumonia, suggest 
the diagnosis even before the bacteriology is proven 
are: (1) the peculiar cherry-red color of the lips; 
(2) the early signs of massive pleural effusion ; 
(3) the appearance of the tongue with its thin 
white coating, the enlarged red papillae, and the 
patchy desquamation. In many respects this sug- 
gests the tongue of a mild case of scarlet fever. A 
similar condition may also be found in severe 
streptococcus infections of the tonsils. This char- 
acteristic picture of the tongue observed in several 
types of Streptococcus hemolyticus infection has 
not been, hitherto, emphasized by clinicians. Al- 
though these clinical features, and also perhaps the 
history of a rather severe predisposing illness, are 
sufficient to make one suspect the bacteriological 
diagnosis, yet this can only be established by dem- 
onstrating the streptococcus hemolyticus in the 
sputum, pleural exudate, or blood culture. 


RELATION OF TUBERCULOSIS TO STREPTOCOCCUS 
Hemotyticus PNEUMONIA 


A strikingly large number of cases were later 
shown by the course of events and roentgenogram 
to have tuberculosis in the lung which was involved 
with the streptococcus infection. Thus, in 4 out of 
the 17 cases the acid fast bacillus was found in the 
sputum. This relationship is not stressed or re- 
corded in the current text-books. It is apparent 
that the differential diagnosis of tuberculous effu- 
sion and streptococcus effusion in a known case of 
tuberculosis can be made only by culture of the 
fluid. Probably routine cultures have not been done 
frequently enough in tuberculous cases to rule out 
this condition. At this point it would be of value to 
cite a typical case. 


STREPTOCOCCUS HEMOLYTICUS PNEUMONIA 
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CasE REPORT 


M. F., No. 8, age 30, male. On admission, 
patient complained of acute onset of pain in the 
right chest with cough and malaise. There was a 
past history of pulmonary tuberculosis of at least 
four year’s duration. The predisposing factor of 
the present illness was a sore throat with laryngitis. 
Symptoms of pulmonary involvement began 
acutely with pain in the right chest. The tempera- 
ture was 104. Signs in the chest on the second day 
after onset indicated fluid over the whole right side. 
Sputum contained large numbers of Streptococcus 
hemolyticus, and no acid fast bacilli were found 
until the fourth day. The white blood count was 
35,000 with 97 per cent. polymorphonuclears and 
3 per cent. lymphocytes. On the third day of the 
pneumonia, thoracentesis was attempted in the 
right chest posteriorly, but the tap was dry because, 
as it became evident later, the fluid was walled off 
anteriorly. Thoracentesis was successful on the 
thirteenth day, at which time 1,000 cc. of definitely 
old, thick, pleural effusion was obtained. Culture 
of this fluid showed Streptococcus hemolyticus and 
no tubercle bacilli. 

The other three cases in this group did not have 
proven pleural effusion, and hence the diagnosis of 
streptococcus pneumonia rests upon the clinical 
picture and the finding of Streptococcus hemolyti- 
cus as the predominating organism or in large num- 
bers in the sputum. The following case illustrates 
this point. 


Case REPORT 


K. L., No. 15, age 19, housemaid. The complaint 
on admission was pain in the left side of the chest, 
fever, cough, hoarseness, weakness. The family 
history was significant, since both parents died of 
pulmonary tuberculosis when the patient was seven 
years old. The past history was essentially nega- 
tive. For one month prior to the present illness, 
the patient had symptoms which were typical of 
pulmonary tuberculosis, but she remained well 
enough to work. Two days before admission she 
developed a sore throat with hoarseness of voice 
and increased fever. On the day of admission, 
localizing signs and symptoms appeared in the left 
chest for the first time. Examination revealed a 
well nourished, toxic, and dyspnoeic girl who was 
complaining of stabbing pain in the left chest. 
Temperature was 104, respirations 24, pulse 110. 
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On the lips there were dried herpes. The tongue 
showed a white coating with patchy areas of des- 
quamation which suggested the appearance found 
in scarlet fever. Tonsillar fauces were red. Abnor- 
mal signs were found over the whole left lung; 
impaired vocal fremitus, dullness from apex to 
sixth rib, flatness from sixth rib to base; friction 
over left upper lobe; over left lower lobe sup- 
pressed breath sounds, whispered pectoriloquy, 
showers of fine moist rales. The sputum was 
greenish white with a reddish tinge, and the pre- 
dominating organism was the Streptococcus hemo- 
lyticus. Acid fast bacilli were found after three 
days. The white blood count was 17,000; poly- 
morphonuclears 82 per cent, lymphocytes 18 per 
cent. Within the course of seven days the signs 
of pneumonia disappeared from the left lower 
lobe and the temperature dropped by lysis. How- 
ever, physical and X-Ray findings, which were 
typical of tuberculosis, remained in the left upper 
lobe. During the remainder of the hospital stay 
the clinical picture was one of active pulmonary 
tuberculosis of the left upper lobe. 


2. HEMATOGENOUS GROUP 


The cases to be cited were collected from all 
types of Streptococcus hemolyticus septicemia 
which occurred during the period of 1923 to 1926. 
In only 6 cases from a total of 63 instances of septi- 
cemia were there found clinical signs of pneumo- 
nia. However, the above figures may be mislead- 
ing, since it is obvious that many cases of pulmon- 
ary involvement are not diagnosed because the 
symptoms of peritonitis or septicemia obscure the 
clinical picture, or because death intervenes before 
the embolic pulmonary lesions have progressed for 
a long enough time to give physical signs of pneu- 
monia. 

Because of the small series of cases, far-reach- 
ing deductions are not justified. Nevertheless, cer- 
tain interesting findings are worthy of comment. 
Jaundice occurred in two instances, and was appar- 
ent only as a terminal event. Jaundice was not 
observed in any of the bronchogenetic cases with 
negative blood cultures, a feature in contrast to 
pneumococcus pneumonia, in which disease jaun- 
dice is not uncommon in the absence of positive 
blood cultures. Herpes labialis occurred in two 
cases. The white blood cell count showed an eleva- 
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tion similar to the larger group of cases with 
bronchogenetic origin. 

The day of pulmonary involvement following 
the onset of symptoms of septicemia was relatively 
early and varied between three and seven days. 
Empyema developed in the four patients who lived 
at least three days after the onset of pneumonia. 
In two fatal cases which were studied in detail, the 
positive blood cultures persisted up to the time of 
exitus. From clinical appearances the impression 
was formed that death was due to the septicemia or 
peritonitis rather than the disease in the lungs. The 
mortality for 63 consecutive cases of Streptococcus 
hemolyticus septicemia was 79.3 per cent. Of the 
six cases with obvious pneumonia four died. 


PATHOLOGY , 


None of these 23 cases came to autopsy. Conse- 
quently, except for the presence of empyema, the 
pathology was not studied.* 

In view of the fibrosis that MacCallum and 
others reported in the lungs during the acute stages 
of streptococcus pulmonary infections, it seemed 
of value to report the subsequent course of five 
cases of the present series that have returned to 
the New Haven Dispensary following the dis- 
charge from the hospital. All these patients had 
empyema which was treated by thoracotomy fol- 
lowed by suction-drainage. 

Case 5. Discharged 8-10-26. 

Re-admission to hospital 1-3-27. 

Complaint : sore throat, fever, cough. 

Chest : negative to physical examination. 

X-Ray: thickened pleura at thoracotomy 
site. 

Discharged 5-3-24. 

Returned to Dispensary 6-2-26. 

Complaint : suppurative infection, not re- 
lated to former illness. 

Chest : negative to physical examination. 

Discharged 10-24-23. 

Returned to Dispensary 10-28-25. 

Complaint: occasional unproductive 
cough. 

Chest : negative to physical examination. 

Case 8. Discharged 7-6-26. Thoracotomy was 

performed. 


Case 6. 


Case 7. 


*Studies on cases which occurred since completion of 
this paper are in progress, and several autopsy reports will 
be presented in a second paper. 
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Returned to Dispensary 3-10-27. 

Complaint: none. Comes in for routine 
examination. 

Chest: restriction of movement on left 
side because of thoracoplasty. Lungs 
clear. 

Discharged 5-26-26. 

Returned weekly because of anti-syphili- 
tic treatment. Last seen 5-5-27. 

Complaint : none. 

Chest: negative physical findings. 

X-Ray: thickened pleura (3-7-27) at 
thoracotomy site. 


Case 19. 


From the above records, it is seen that in no case 
were there apparent signs or sufficient symptoms to 
interfere with the normal existence of the individ- 
ual, and hence there is a suggestion that the pul- 
monary scarring may not be as extensive as in the 
lesions which were observed in the epidemics at the 
war camps. 


CoNCLUSIONS 


1. Acclinical study of 23 cases of Streptococcus 
hemolyticus pneumonia was made. 

2. Of these 23 cases, 17 were considered bron- 
chogenetic and six hematogenous. 

3. Streptococcus hemolyticus pneumonia of 
bronchogenetic origin is presented as a distinct clin- 
ical entity, the most important feature of which is 
the early and frequent development of empyema. 

4. When once the diagnosis of empyema is 
established, surgical drainage is ultimately indi- 
cated to clear the infection. 


5. The frequent association with tuberculosis 
is pointed out. 


6. The hematogenous group of cases is too 
small to permit interpretation. 


7. The importance of establishing the bacterial 
diagnosis for the proper treatment of pneumonia 
is pointed out. 
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STREPTOCOCCUS HEMOLYTICUS PNEUMONIA 
MILK COMMISSION 


YEARLY REPORT OF THE MILK COMMISSION OF 


THE PROVIDENCE MEDICAL ASSOCIATION 


The Milk Commission of the Providence Med- 
ical Association was appointed in December, 1925. 
The Commission is a member of the American 
Association of Medical Milk Commissions and 
adopted the methods and standards established by 
that organization. 


Through the co-operation of the Commissioners 
of Boston and Worcester we have as heretofor 
accepted the certification of the following farms: 


1. Bonnie Brook Farm—H. P. Hood & Sons. 
2. Alta Crest Farms—Spencer, Mass. 
3. Walker-Gordon Laboratory Co. 


Weekly bacteriological and chemical examina- 
tions are made in the laboratories of Brown Uni- 
versity under the supervision of Professor Gor- 
ham. 


General average bacteria 
General average 4.01 
General average total solids... 13.16 13.13 

The members of the Commission are as fol- 
lows: Dr. William P. Buffum, Chairman; Dr. 
Maurice Adelman; Dr. William H. Jordan; Dr. 
A. Roland Newsam; Dr. Reuben C. Bates, Secre- 
tary and Treasurer. 


SOCIETIES 


PROVIDENCE MeEpIcAL ASSOCIATION 


The annual meeting of the Providence Medical 
Association was called to order by the President, 
Dr. Arthur H. Ruggles, Monday, January 6, 1930, 
at 8:45 P. M. The records of the last meeting 
were read and approved. The reports of the Sec- 
retary, Treasurer, Standing Committee and Read- 
ing Room Committee were read and accepted to 
be placed on file. 

Dr. Jay Perkins presented a case treated with 
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ant. pituitary and ovarian extract by mouth with 
marked benefit. Dr. Skelton also reported a case. 

Dr. Louis Chapman presented a series of 
X-Rays showing obstruction of the large intestine 
with multiple ulcerations treated by X-Ray and 
colonic irrigations with cure. On invitation of the 
President, Dr. Walter C. Weigner read a paper 
on the Treatment of Neuro-Syphilis. The treat- 
ment of this has never been satisfactory. Swift- 
Ellis treatment apparently results in an exacerba- 
tion of local inflammatory conditions with fre- 
quent good results and sometimes immediate bad 
results. Sulph arsphenamin in the buttock has 
been used at Butler Hospital. No bad results of 
importance have occurred. Tryparsemide affects 
neuro-syphilis only. Ocular injury can occur 
from this and should be carefully guarded against. 
These two drugs used together give good results. 
Where veins cannot be found, a very strong solu- 
tion of tryparsemide in warm water is given into 
the buttock. All their treatment is very intensive. 
Clinical and serological improvement frequently 
do not run parallel. The grandiose type of mental 
state formerly supposed to characterize the paretic 
they now frequently do not find. More use of the 
lumbar puncture needle and Wassermann is 
emphasized. 

The paper was discussed by Drs. Ruggles, Mc- 
Donald, Donley, Martin, Noyes and Weigner. 

The annual address of the President on Medical 
Leadership or State Medicine was read by Dr. 
Arthur H. Ruggles. 

There is a very definite movement on foot now 
to take the case of health from private hands. 
Lay control of medical progress is progressing 
towards ascendency. We pointed out many med- 
ical problems where he felt there was no organ- 
ized movement by physicians. He read the By- 
Law, defining the form and function of the Stand- 
ing Committee as adopted sixteen years ago. 

He suggested that younger members of the 
Association be put on the Standing Committee 
and that the committee report twice a year to the 
general meeting on the problems of the profession. 

The Secretary was empowered to cast a ballot 
electing Dr. Clinton S. Westcott as President. 
Drs. Capron and Deacon escorted the new Presi- 
dent to the chair. Dr. Westcott made a few re- 
marks. The Secretary was empowered to cast one 
ballot for the remaining officers and committees 


as follows: 
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For President—Clinton S. Westcott, M.D. 
For Vice-President—John E. Donley, M.D. 
For Secretary—Peter Pineo Chase, M.D. 

For Treasurer—Charles F. Deacon, M.D. 

For Member of the Standing Committee for 
five years—Arthur H. Ruggles, M.D. 

For Trustee of the Rhode Island Medical Li- 
brary for one year—George W. Van Benschoten, 
M.D. 

For Reading Room Committee—George S. 
Mathews, M.D.; Elihu Wing, M.D.; Guy W. 
Wells, M.D. 

For Delegates to the House of Delegates of the 
Rhode Island Medical Society: C. W. Skelton, 
M.D.; R. S. Wilcox, M.D.; J. W. Sweeney, 
M.D.; P. Appleton, M.D.; W. Pickles, M.D.; 
A. A. Barrows, M.D.; G. H. Crooker, M.D.; 
W. S. Streker, M.D.; E. M. Porter, M.D.; C. F. 
Gormly, M.D.; H. McCusker, M.D.; P. P. Chase, 
M.D.; J. T. Monahan, M.D.; H. Libby, M.D.; 
A. W. Mahoney, M.D.; J. A. Gilbert, M.D.; F. W. 
Dimmitt, M.D. 

The President appointed as Collation Commit- 
tee—Cecil C. Dustin, Frank B. Littlefield; Pub- 
licity Committee—Creighton W. Skelton, Roland 
Hammond, Herman A. Winkler. 

The Secretary read the report of the Milk Com- 
mission of the Association, which was accepted. 

It was voted that the Association appropriate 
$200.00 for the purchase of journals ; $250.00 for 
the binding of journals; and $450.00 for the use 
of the building. The dues were voted $5.00 for 
the ensuing year. Dr. Skelton spoke regarding a 
hospital in the Turk’s Head Building run by the 
Employers’ Mutual Liability Insurance Company, 
and a bill which they refused to pay. 

The meeting adjourned at 10:40 P. M. Attend- 
ance 104. Collation was served. 


Respectfully submitted, 
PETER PINEO CHASE, Sec. 


Report OF READING Room COMMITTEE 
Providence Medical Association 
1929 


The following journals were purchased for the 
Library of the Rhode Island Medical Society: 


‘ 
M 
as 


February, 1930 


American Journal of Obstetrics and Gynecology, 
American Journal of Roentgenology, American 
Journal of Syphilis, Archives of Dermatology and 
Syphilology, Archives of Neurology and Psychi- 
atry, Archives of Otolaryngology, Archives of 
Pediatrics, Archives of Surgery, Brain, British 
Journal of Children’s Diseases, British Journal of 
Tuberculosis, British Medical Journal, Heart, 
Journal of Bone & Joint Surgery, Journal of Ex- 
perimental Medicine, Journal of Urology, Lancet, 
Medical Journal and Record, Military Surgeon, 
Modern Hospital, Quarterly Cumulative Index, 
Surgery, Gynecology and Obstetrics, Surgical 
Clinics of North America. 


HOSPITALS 


MemoriAL STAFF MEETING HELD 
January 2, 1930 


Meeting called to order by President, Dr. C. H. 
Holt, at 9:15 P. M. 

Records of previous meeting read and approved 
as read. 

Record of attendance taken: twenty-four mem- 
bers present. 

There being no further business, the paper of the 
evening was presented by Dr. Roland Hammond, 
“An Evening with the Orthopedic Department.” 

Three interesting cases were presented : 

Two cases of football injury : 


(a) Dislocation of 2nd cervical vertebra, boy of 
12 years of age. 

(b) Dislocation of 7th and 8th cervical verte- 
brae. This particular patient had eight 
cervical vertebrae. 

One case of automobile accident : 

(c) Simple fracture of right femur and also 
fracture of left femur, above knee, on 
child of 11 years of age. 


Dr. Herbert E. Harris presented a case of Acute 
Osteomyelitis of Tibia in boy of 12 years of age. 

Discussion by Drs. P. Batchelder and H. B. 
Moor. 

Dr. J. F. Kenney discussed a ‘post mortem case 
as to nerve paralysis. In brain a clot was found in 
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left hemisphere which accounts for the paralysis. 
Case otherwise negative except for toxemic condi- 
tions. 

The guests of the evening were Drs. W. O. Hew- 
itt and J. Battershall of Attleboro, Mass. 

Dr. Roland Hammond gave a very interesting 
talk accompanied with motion pictures on his recent 
trip to England. 

The Ear, Nose and Throat Service was ap- 
pointed to take charge of the February Staff meet- 
ing, and the Eye Service appointed to take charge 
of the March Staff meeting. 

Meeting adjourned at 10:30 P. M. 


STANLEY SPRAGUE, M.D., 
Secretary. 


OFFICERS OF THE MEMorRIAL HosPITAL STAFF 
APPOINTED FOR THE YEAR 1930 


President, Dr. Charles H. Holt ; Vice-President, 
Dr. Elihu S. Wing; Treasurer, Dr. Robert T. 
Henry ; Secretary, Dr. Stanley Sprague. 


BOOK REVIEWS 


THE TREATMENT OF DrABETES MELLITUS WITH 
HIGHER CARBOHYDRATE D1ets, by William 
David Sansom, M.S., M.D., F.A.C.P.; Perci- 
val Allen Gray, Ph.D., M.D.; Ruth Bowden, 
B.S. Harper. & Brothers, Publishers. 


Follows the general plan of diabetic manuals. 

The authors suggest a diet higher in carbohy- 
drates and lower in fats. They believe insulin in 
this diet gives better results. 

The usual complications and their treatment are 
discussed. Part II deals with diets. 


ANGINA Pectoris, by Harlan Brooks, M.D. Har- 
per & Brothers, Publishers. 


This book is a brief discussion on the symp- 
toms, pathology, etiology, diagnosis and treatment 
of angina pectoris. Treatment is taken up more in 
detail than are other subjects, and this portion of 
the work should appeal to clinicians. The chapter 
dealing with surgical treatment is a résumé of the 
latest reports. The work is clear and easy to read. 


MISCELLANEOUS 


INCIDENCE OF FOOT RINGWORM 
AMONG COLLEGE STUDENTS 


A careful survey has been made by Robert T. 
Legge, Lee Bonar, Berkeley, Calif., and H. J. 
Templeton, Oakland, Calif. (Journal A. M. A., 
July 20, 1929), among the lower classmen at the 
University of California at Berkeley as part of an 
intensive piece of research on ringworm of the 
feet. It was found that the incidence to ringworm 
of the feet among 3,100 freshmen entrants was 
53.3 per cent in men and 15.3 per cent among 
women, showing that the disease was already 
common among high school and preparatory 
school students. At the terminal period of the 
spring semester, another survey was made of 1,000 
men and 997 women who had been engaged for 
two semesters in physical education and who had 
entree to the showers, swimming pools and appa- 
ratus. At the men’s and women’s gymnasiums it 
was determined that 78.6 per cent of the men stu- 
dents and 17.3 per cent of the women students had 
clinical manifestations of ringworm of the feet. 
Among the men, 9.3 per cent had evidence of cru- 
ral ringworm. This form of groin ringworm may 
be associated with the foot types, and as a precau- 
tion persons should never use a towel on the body 
that has been used first in drying the feet and 
should be careful in the wearing of sanitary gym- 
nasium clothing. On the campus of the University 
of California the women students -occupy the new 
Hearst Gymnasium, equipped with every known 
sanitary device. The women students and attend- 
ants are obliged to provide and wear rubber bath- 
ing shoes, and under no circumstances are they 
permitted to walk with bare feet on the floors of 
showers or runways leading to the swimming pools 
or gymnasiums. On the other hand, the men occu- 
py an antiquated gymnasium where, on account of 
the lack or nonuse of bathing shoes and inferior 
sanitary facilities, the students constantly walk in 
their bare feet and become infected. The authors 
believe that this single factor has been an impor- 
tant one in controlling the infection, the incidence 
increasing among the women only 2 per cent, while 
among the men, on account of the lack of these 
precautions, it rose 25.3 per cent in the space of 
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one year. Another reason why women students 
have less ringworm of the feet is that their habits 
are cleaner and they observe.a much higher type of 
personal hygiene ; they perspire less than men and 
wear lighter low shoes, which are better ventilated 
and changed oftener. It should be the care of 
every person never to permit the bare feet to touch 
the floor in any gymnasium, athletic club, shower 
bath or runway to swimming pools. 


MEDICAL SERVICE AVAILABLE FOR 
CANCER PATIENTS IN THE 
UNITED STATES 


Consideration of the nature of cancer, the diffi- 
culties of its accurate diagnosis, and the complex- 
ities of modern treatment, leads James Ewing, 
New York; Robert B. Greenough, Boston, and 
John C. A. Gerster, New York (Journal A. M. A., 
July 20, 1929), to the conclusion that the care of 
cancer patients requires special training. A partial 
survey and a general review of conditions existing 
in the United States reveal notable deficiencies 
in the facilities for diagnosis, special equipment 
of hospitals, and provision of experience and skill 
in surgical and radiologic treatment of cancer, 
many of which can be remedied by better organi- 
zation of the cancer service. The establishment 
of a limited number of large cancer institutes fully 
equipped for diagnosis, treatment, research and 
education of students and specialists is recom- 
mended. The establishment of special cancer hos- 
pitals when the local conditions are favorable and 
the material resources are adequate is approved. 
The authors particularly recommend the organiza- 
tion of the cancer service in general hospitals with 
the object of concentrating the control of patients 
in order to secure better results in diagnosis, treat- 
ment and estimation of results. They believe that 
deficiencies in the laboratory diagnosis of cancer 
constitutes one of the most serious obstacles in 
the way of efficient service. They recommend that 
efforts be made to increase the competence of 
pathologists who undertake to diagnose tumors, 
and that this work be gradually concentrated in 
university, hospital or state laboratories which are 
known to be provided with men of considerable 
experience in this field of tissue diagnosis. 
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